We describe baseline demographic and psychosocial characteristics of low-income, diverse diabetes adults enrolled in a telephonic intervention trial. Environment for the study was New York City (NYC) A1C Registry program. Baseline data were analyzed from 941 participants randomized to either telephonic/print or print-only intervention to improve glycemic control. Summary statistics for key variables were calculated; we highlight baseline contrasts between Latino and non-Latino participants. There were high proportions of Latino (67.7%) and non-Latino Black (28.0%) participants from South Bronx. Mean age was 56.3 years, almost 70.0% were foreign born, and 55.8% preferred Spanish language. Mean A1C was 9.2% and mean body mass index (BMI) 32.1 kg/m 2 . There were significant contrasts between Latino and non-Latino participants for behavioral and psychosocial variables. This telephonic intervention study succeeded in randomizing a
widespread (Chamany et al., 2009) . Changes to the NYC Health Code to require reporting were approved by the NYC Board of Health in December 2005; thus, the NYC A1C Registry program was the background environment for a tailored intervention study, and for its baseline data described in this report.
The A1C Registry offers several free services to providers as part of its program. Facilities can request that their providers receive reports listing their patients' A1C test results stratified from the highest to the lowest values, time since patient's last test, and a summary of A1C control across all providers for comparison purposes. Facilities with multiple providers can also receive a facility-level report. In addition, a facility's patients can be sent low-literacy educational letters informing them of a recently high (>9%) A1C value or that their last A1C was greater than 9% and they are overdue (at >8 months) for testing. These letters were sent from the DOHMH but with approved use of the respective health facility's letterhead. Patients could opt out of receiving any letters by calling a toll-free telephone number or submitting a form by mail or online. After a pilot program in the Bronx, the DOHMH made services available across all five NYC boroughs in 2008.
Telephonic interventions to promote diabetes self-management behaviors have been studied with some significant improvements reported in behavioral and/or metabolic (e.g., A1C) outcomes. The telephonic formats studied have included voice-activated telephonic outreach (Piette, Weinberger, Kraemer, & McPhee, 2001) ; live telephone counseling with health educators (Walker, Schechter, Caban, & Basch, 2008; Walker et al., 2011) ; live telephone counseling with licensed health care professionals, such as registered nurses (Frosch, Uy, Ochoa, & Mangione, 2011; Wolever et al., 2010) ; and mobile phone interventions using live voice or text messaging (Liang et al., 2011) . The costs of a telephonic intervention by health educators to improve diabetes control were recently reported as "moderate" costs for a modest, but significant improvement in A1C (Schechter, Cohen, Shmukler, & Walker, 2012) .
The opportunity arose to develop, implement, and evaluate a telephonic intervention in the context of the innovative A1C Registry in NYC, as part of an academic-public health collaboration focusing on the high-risk diabetes population in the South Bronx. The main conceptual model used as a heuristic for the main study and this current report of baseline data is the PRECEDE-PROCEDE model for health promotion planning (Green & Kreuter, 2005) . We chose this broad, evidence-based model because it addresses behavioral, social, and ecological determinants of health behavior and health outcomes.
The purpose of this report is (a) to describe the research methods for the behavioral trial called Bronx A1C, including study design, recruitment, the study interventions being compared in the randomized trial, baseline measures, and the analysis plan; (b) to present baseline characteristics of the study participants; and (c) associations at baseline of demographic characteristics (e.g., Latino vs. non-Latino ethnicity) and the metabolic, self-care, and psychosocial measures also collected at baseline. The rationale for presenting analyses of these baseline data is to (a) explore some of the predisposing, reinforcing, and enabling factors (Green & Kreuter, 2005) at baseline that could affect main study outcomes and (b) disseminate knowledge from the rich diversity of this study sample so often under-represented in interventions studies.
Methods
Bronx A1C was a prospective, randomized, behavioral intervention study comparing the incremental effects on diabetes control of telephonic counseling plus print self-management materials (Tele/Pr) with print-only (PrO) materials mailed to participants. These interventions were in the environment of the multi-component A1C Registry program (previously described) implemented by the NYC DOHMH. This report presents baseline, cross-sectional results from the Bronx A1C study.
Participants
All potential participants had to be ≥18 years of age, reside in one of the 10 zip codes of the South Bronx, and had a recent (within 3-6 weeks) A1C >7% from the Registry. The South Bronx was chosen as it is one of the lowest income congressional districts in the United States and has high rates (up to 13.8%, age adjusted) of diagnosed diabetes among its mostly Latino and Black population (NYC DOHMH, 2012) . Lists of potentially eligible participants were generated by the Registry staff and sent electronically to staff doing recruitment. Participants were recruited via telephone by DOHMH staff who were hired and trained specifically for this study. Study exclusion criteria assessed by telephone included self-report that they did not have diabetes, inability to read or speak English or Spanish, mental impairment as assessed by telephone, either recent or planned bariatric surgery, or intention to move out of the NYC area within 1 year. Patients from a total of 68 health facilities of all sizes were included on recruitment lists provided to the study staff during active participant recruitment between September 2008 and October 2010. A computer-generated sequence of 941 individuals was placed into sealed opaque envelopes for random assignment of eligible participants to either the Tele/Pr or the PrO intervention group. After staff obtained informed consent and baseline data, each participant's envelope was opened to effect randomization. This study was approved by the institutional review boards at the Albert Einstein College of Medicine and the NYC DOHMH. It is registered with Clinicaltrials.gov as NCT00797888.
Procedures
The study interventions were designed to keep costs moderate so that, if found to be successful in significantly improving the A1C, it could be scaled up beyond the South Bronx and be generalizable and affordable in other geographic areas. By protocol, participants were not seen in person throughout the 1-year duration of the intervention. Telephone counseling was provided by DOHMH study staff (i.e., the health educators), and print materials were mailed to participants. Only 16.3% of the participants supplied email addresses and they were contacted electronically only if they could not be reached by telephone; however, the Tele/Pr intervention, by protocol, was not delivered electronically.
Study Environment and the PrO Intervention
The context or environment for the study was that all participants were recruited from the A1C Registry program from medical practices of any size in the Bronx. Most practices were aware of the research study, and the majority had received some level of DOHMH support from the A1C Registry program. All study participants (both Tele/Pr and PrO groups) received by mail the same diabetes selfmanagement support print materials in English or Spanish, as preferred by the participant. Materials were available free online from various agencies, such as the National Diabetes Education Program (www.ndep.nih.gov), or they were created or modified from previous studies of the research team. These low-literacy materials address diabetes self-care behaviors in interactive ways. Examples include medication worksheets to identify barriers to adherence, logs to help monitor healthy eating and exercise behaviors, goal-setting worksheets, a 24-hr food intake assessment, a graphic explanation of the A1C test, and prevention and treatment of hypoglycemia and hyperglycemia. All participants received phone calls to promote retention or for data collection purposes, as well as selfcare items (e.g., a pedometer or a pill box) mailed quarterly during the study, as seen in Figure 1 . PrO participants did not receive the telephonic self-management support counseling with an assigned health educator.
Tele/Pr Intervention
Tele/Pr participants were assigned to a health educator for the 1-year telephonic intervention. By protocol, participants with a baseline A1C from >7% to ≤9% were offered up to four self-management support phone calls (after randomization/receipt of print materials, and then generally at 3, 6, and 9 months). Those with an A1C >9% could receive up to eight phone calls, generally about every 4 to 6 weeks over the 1-year intervention (see Figure 1 ). The content of the telephone calls was tailored to the individual's stated needs and preferences, as ascertained collaboratively at the beginning of the conversation. The protocol was to motivate participants to focus first on diabetes medication adherence; healthy eating, physical activity, and/or stress management topics were later introduced, depending on the priorities identified by the participant. A written protocol of these "talking points" was developed and tested in a previous study (Walker et al., 2011) and this guided the health educators in activating and integrating the information from the print materials into the lifestyles of and the conversations with individual Tele/Pr participants. Full description of the telephonic protocol and talking points is beyond the scope of this report.
Interventionists for Tele/Pr Group
Five adults from the community were recruited to function as health educators in the study. All possessed a college degree, the majority in the social sciences. Four were bilingual Latino/a and one was non-Latino Black. They were neither health care professionals nor health educators by academic training; this was by study design to implement and evaluate a lower cost intervention but with expert supervision of health educators. Active training was provided over about 2 weeks, with workshop sessions on counseling and motivating behavior change via telephone, as well as the specifics of protocol, recruitment and retention techniques, telephonic data collection techniques, accurate documentation, and quality assurance. Training in counseling for behavior change was grounded in assessing readiness for change (Prochaska, Redding, & Evers, 2002) , promoting problem solving (Hill-Briggs, 2003) , goal setting, and increasing self-efficacy (Bandura, 1997) for self-management behaviors. The health educators also attended the 10-hr American Diabetes Association-recognized diabetes self-management program for patients offered at Montefiore Medical Center, Bronx, New York. In total, about 20 hr of structured training was completed before they began supervised work with study participants. Multi-disciplinary experts in diabetes self-management, including a nurse certified diabetes educator, an internal medicine physician, and a clinical health psychologist, provided supervision to the health educators. Supervision was done primarily through weekly in-person, group case management meetings with at least one supervisor (usually the nurse diabetes educator). Telephone or email was used for supervision when a health educator requested a rapid response, such as when a participant had concerns about medications or expressed depressive symptoms. While it was not feasible to match health educator and participant by race or ethnicity given our small number of health educators, we always matched on language (Spanish or English), as needed.
Fidelity to the protocol was enhanced by the use of telephone log sheets for documenting details of every call for the Tele/Pr group to promote staff adherence to the behavioral intervention. Every study participant also had a protocol flow sheet with exact dates by which protocol activities had to occur. These flow sheets were carefully monitored by the experienced study coordinator on site.
Baseline Measures
Data were collected at baseline and before randomization of the participant or assignment to a health educator. A comprehensive participant characteristics survey and the following validated behavioral/psychosocial surveys in English and Spanish, as preferred by the participant, were administered by trained staff: the Summary of Diabetes Self-Care Activities (SDSCA; Toobert, Hampson, & Glasgow, 2000) ; the Patient Health Questionnaire (PHQ)-8 item scale to screen for depression (no suicide ideation item) for use in studies with no direct link to the care provider (Kroenke et al., 2009 ); the Morisky Medication Adherence 4-item scale (Morisky, Green, & Levine, 1986) ; and the Well-Being Index, a 5-item scale from the World Health Organization, also known as the WHO-5 (Bonsignore, Barkow, Jessen, & Heun, 2001) . Internal consistency reliability for the behavioral and psychosocial measures as used with our study participants were all acceptable (>.8 Cronbach's α), except for the following two scales and two subscales. The PHQ-8 had an α = .78 for the Spanish language version; the Morisky Medication Adherence scale had an α = .57 overall, but .54 for English language; two subscales of the SDSCA (exercise and foot care) also showed lower reliability at αs =.54 and .53, respectively, although the Spanish language versions performed better than the English language in our study.
The primary outcome measure for the main study was the change in A1C from baseline (included in this report) to a post-intervention A1C retrieved electronically from the A1C Registry during a time period that started 6 weeks prior to the end of the 1-year intervention and ended 4 months after the intervention. Those changes in A1C data are beyond the scope of this report of baseline results.
Analysis
Each randomized participant was assigned a study identification (ID) number. To reduce the risk of ascribing data to the wrong subject, each study ID contained redundant information, structured so that common typographical errors (e.g., digit reversals) would usually result in an invalid ID number. The data collected directly from participants were recorded on paper forms and transcribed into a Microsoft Access database. The database was programmed to reject impossible values and enforce questionnaire skip patterns. Ten percent of all questionnaires were randomly selected for double entry. The observed error rate was less than 1 per 1,000 data fields. For analysis, Stat Transfer Version 11 was used to translate the data to Stata Version 12 MP format. After importation to Stata, data were screened for unusual values and internal inconsistencies, discrepancies being resolved by reference to the original paper forms or, when necessary, by consultation with the health educator who had filled out the form. Scale and subscale scores for the SDSCA (Toobert et al., 2000) , PHQ-8 (Kroenke et al., 2009 ), Morisky Medication Adherence survey (Morisky et al., 1986) , and the Well-Being Index (Bonsignore et al., 2001) were scored in accordance with the algorithms published by their authors.
Summary statistics of the distributions of key variables were calculated separately for each arm of the study and for the sample as a whole. For continuous variables, we present means and standard deviations. For ordinal and nominal category variables, we present the percentage at each level. Where appropriate, levels containing small numbers of participants were combined.
We also show the contrast between variables for Latino and non-Latino participants, as the South Bronx population from which we drew our sample is largely Latino and such a comparison would be helpful for interpreting intervention study results. Bronx community activities often engage multiple ethnicities and races because of diversity within families. Thus, the Latino and non-Latino variables assist in promoting inclusion of all participants' data for analyses. We asked participants to self-report whether they were Latino or non-Latino. In a separate item, they were asked to self-report their race in the standard manner of Black, White, Asian, American Indian/Alaskan Native, Native Hawaiian or other Pacific Islander, or Other race.
For continuous variables, p values are those of the Mann-Whitney U test, which we used for consistency because some of the continuous variables had skewed distributions and some had normal distributions. For nominal category variables, the Pearson chi-square test was used, and for ordinal variables, a Wilcoxon test for trend was applied (Cuzick, 1985) . To test the bivariate associations of variables with A1C at baseline, we used cross-tabulations with Pearson chi-square tests for nominal variables, a non-parametric test for trend for ordinal variables, and Pearson correlations for interval variables.
Results
The flow of the study protocol is depicted in Figure 1 . Eligibility screening by telephone, the informed consent process, and the collection of survey data took approximately 20 min in either English or Spanish, as preferred by the participant. Of the 9,389 individual names of potential participants from A1C Registry lists, 5,814 could not complete screening by phone and 571 individuals were without a valid phone number. Call attempts were made as feasible from frequently updated electronic lists provided from the A1C Registry staff at the NYC DOHMH. Individuals not meeting all study criteria were found ineligible (n = 1,374), and another 689 were eligible but reported no interest in joining a study. A total of 941 participants from 48 facilities provided oral informed consent by telephone and were randomized to the Tele/ Pr (n = 443) group or the PrO (n = 498) group.
Of the total randomized, 378 participants (40%) had a baseline A1C >9%, indicating poor glycemic control. Of those in the Tele/Pr intervention, 181 (41%) had an A1C >9% and, thus, could receive up to eight telephone calls over 1 year; those with an A1C between >7% and 9% (n = 262) could receive up to four phone calls during the intervention period (see Figure 1) .
The participant characteristics by randomization group and total are shown in Table 1 . Of note were the high proportions of Latino (67.7%) and non-Latino Black (28.0%) individuals, with only 1.0% non-Latino White and 3.4% reporting "Other" race; these proportions are generally representative of the South Bronx population. The majority were women. The total mean age was 56.3 years. Almost 70% were foreign born (not including those born in Puerto Rico). Spanish was the preferred language for 55.8% of the total sample. The participants were low-income, with 76.6% having an annual family income <US$20,000. And although the majority had not completed high school, 23.3% had some college or beyond. Because study participants were drawn from the A1C Registry, they presumably had some contact with medical care as they had a recent A1C test recorded in the Registry. Only 13.9% reported that they had ever received diabetes education, which was defined for them as including either a one-time session or a series of classes, either in a group setting or one-to-one from a health care professional.
As shown in Table 1 , watching television (including videos) for more than 4 hr each day was reported by 42.6% of the participants. More than half of all the participants (54%) were obese (based on self-reported height and weight), with a mean body mass index (BMI) of 32.1 kg/m 2 . Nearly half (48.3%) reported taking only pills for their diabetes, 16.3% reported taking insulin only, and another 23.9% reported taking both pills and insulin. The mean A1C was 9.2%, with a range of 7.1% (the lower limit for eligibility) to 23.5%. Interestingly, in contrast to the poor levels of diabetes control at baseline, the mean self-reported Morisky Medication Adherence score was 3.1 on a scale of 0 to 4, where 4 indicates complete adherence to medication. Psychosocial variables included the PHQ-8 screen for major depressive disorder, and 27.0% of the sample had a positive score (PHQ-8 ≥10); the mean depression score was 6.4 ± 5.5, indicating on average mild depressive symptoms (Kroenke et al., 2009 ). The WHO-5 Well-Being Index scores indicated, on average, lower well-being, with a mean score of 15.1; 35.8% (n = 338) of the sample scored less than 13, the cutoff point indicating poor well-being (Bonsignore et al., 2001) .
When using the baseline A1C as the dependent variable, we found the following significant associations at the p < .01 level without correcting for 32.3 ± 7.8 32.0 ± 7.5 32.1 ± 7.6 Morisky score, M ± SD 3.1 ± 1.1 3.1 ± 1.1 3.1 ± 1.1 PHQ-8 score, M ± SD 6.3 ± 5.4 6.5 ± 5.5 6.4 ± 5.5 WHO-5 score, M ± SD 15.3 ± 6.7 15.0 ± 6.7 15.1 ± 16.7 multiple hypothesis testing: Higher A1C levels were seen in men, those who preferred English to Spanish, and those who reported smoking in the last week. Younger participants generally had higher A1C levels than older participants, as did those who reported taking insulin as part of their medication regimen. Of interest were the characteristics that were not significantly associated at baseline to A1C, including self-reported diabetes education, race, ethnicity, depression, and BMI.
In comparing Latino and non-Latino (primarily Black) participants, significant differences emerged (see Table 2 ). There were large and statistically significant differences in level of education and in annual family income, with Latinos being both less educated and having lower incomes. Other significant differences included a greater prevalence of depression and lower well-being among Latinos in the crude analyses (see Table 2 , middle column). After adjusting for age, insurance status, duration of diabetes, income, and education (Table 2, right column), there were no statistically significant differences between Latino and non-Latino study participants on the mean baseline A1C measure; however, the mean BMI of Latino participants was significantly lower than that of non-Latinos (31.5 vs. 33.2 kg/m 2 ), although both were in the obese range. As measured by the SDSCA scale, Latinos reported lower frequency (days per week) in self-management behaviors related to physical activity and diet. Non-Latinos (the majority Black), compared with Latinos, reported a significantly greater number of days/week of exercise (M = 3.0 vs. 2.4) and of eating a generally healthy diet (M = 4.0 vs. 3.6 days/week). In contrast, non-Latinos reported fewer days per week of performing foot care (M = 4.4 vs. 4.9). There were no significant differences at baseline between Latino and non-Latino participants for types of diabetes medications taken. Latinos reported a score for depression, as indicated by a PHQ-8 score, that was 21% higher than non-Latinos (M = 6.8 vs. 5.6), and over one third more Latinos had a PHQ-8 score that was ≥10, indicating a positive screen for depression (28.5% vs. 20.8%, respectively). Adjustment for age, insurance status, duration of diabetes, income, and education failed to account for most of these differences.
The self-reported non-Latino participant group (n = 291) in the contrast portrayed in Table 2 includes 41 individuals who describe themselves as non-Latino White or non-Latino Other race. We chose to include these individuals with the non-Latino Black participants because of the diversity in the South Bronx and their relatively small number. However, we also analyzed them separately from non-Latino Blacks and found only two significant differences in the Table 2 variables. One difference was in language (English or Spanish); 98.9% of non-Latino Blacks chose English as their preferred language, while 87.8 of White/Others chose English. The second significant difference was in the proportion with a PHQ-8 score of ≥10; while only 17% non-Latino Black individuals had a positive screen for depression, 31% of White/Others had a positive screen. Of note for the depression variable was that these two groups did not differ significantly when compared by mean depression scores on the PHQ-8.
Discussion
The NYC DOHMH A1C Registry presented a unique population-based opportunity to strengthen the evidence base for electronic methods (i.e., registries or electronic health records) for tracking A1C levels in clinical practices and in populations, as well as an environment for evaluating the incremental effects of interventions to improve diabetes control. The Bronx A1C study became the vehicle to evaluate a tailored, tiered telephonic intervention in the context of a large-scale A1C Registry in a high-risk urban population that is often not represented in research studies. Study intervention components were informed by our prior study (Walker et al., 2011) , with value placed on keeping costs as low as possible for wider dissemination (i.e., scalability) if the intervention is deemed effective. Our baseline characteristics portray a highly diverse, urban, immigrant population with elevated rates of poverty, poor metabolic control, and obesity, and with few participants reporting having received any diabetes education. While these characteristics often preclude participation in research studies, this telephonic intervention study recruited 941 eligible participants in just 24 months. Access to A1C Registry data and telephonic outreach certainly facilitated effective recruitment of such a large number of participants.
Significant associations with baseline A1C were found with men, younger age, those taking insulin, and those who preferred English to Spanish language having higher (less optimal) A1Cs. However, race, ethnicity, depression, and BMI were not significantly associated with A1C in our baseline data. Report of ever having engaged in diabetes education was also not associated with A1C at baseline; however, the proportion reporting they had ever had a diabetes education experience (group or individual) was quite low at <14%. A tailored intervention may be a feasible way to meet the needs of this disadvantaged, diverse population; telephonic delivery may prove to be a more affordable option in public health.
Latino versus non-Latino differences were striking at baseline. Latinos were lower income and had less education on average than non-Latinos; this finding points to the potential for additional challenges in diabetes self-management support with Latinos. As Latino and non-Latino Black were the majority groups in this study (only 4.4% were non-Latino White or Other), having the intervention tailored by health educators from the community to meet individual needs was critical. While there was no significant difference in A1C level between Latinos and non-Latinos at baseline, significant differences were noted among factors known to be related to A1C, including a higher self-reported BMI among non-Latinos, fewer days per week of healthy eating and physical activity among Latinos, a mean depression score (PHQ-8) 40% higher for Latinos than non-Latinos, as well as a 66% increase in having a positive screen for depression among Latinos. Significant differences persisted after full adjustment. These critical differences highlight the need to incorporate intervention components that address the needs of this high-risk, multi-ethnic population to improve diabetes control through selfmanagement support for medication adherence, healthy eating, and physical activity. Clearly, mental health or emotional support should be integrated into future interventions, particularly with Latinos.
Recent diabetes literature supports the presence of disparities in health and health care between Latinos and non-Latinos. Puerto Rican adults diagnosed with diabetes (n = 606) living in NYC were found to be significantly less likely to receive annual A1C testing, cholesterol testing, medication for hypertension, or to be taking aspirin regularly, as compared with a representative group of New York State adults with diabetes (Hosler & Melnik, 2005) . They also had significantly lower income and educational attainment, as also seen in our study. However, Spanish-speaking Latinos had lower BMI and greater emotional well-being than either Whites or English-speaking Latinos in a study by Brown et al. (2003) of diabetes patients in managed care. Latinos were more likely than Whites to report checking their feet for sores every day (Brown et al., 2003) ; we also noted significantly more frequent foot self-care reported by our Latino participants. Cooper et al. (2003) found that among 829 adult primary care patients with recent symptoms of depression and a prior history of meeting criteria for major depressive episode, African Americans and Latinos had significantly lower odds than Whites of finding antidepressant medications acceptable. African Americans were somewhat less likely, but Latinos were 3 times more likely than Whites to consider counseling an acceptable treatment for depression (Cooper et al., 2003) . Qualitative research with Latinos has suggested that they tend to view depression as being caused by social stressors, prefer counseling to medications, and report distrust of antidepressants (e.g., Cabassa, Hansen, Palinkas, & Ell, 2008) . Blacks and Latinos appear to be less likely to adopt psychiatric (i.e., medical treatment) models to label their experience of depression as compared with White European Americans (Karasz, Garcia, & Ferri, 2009 ). Consideration of these factors is important in developing culturally appropriate self-management support approaches to the related problems of emotional distress and problems with diabetes selfmanagement in Latinos.
The influence of socioeconomic and psychosocial factors on health outcomes relevant to patients living with diabetes is pervasive. Low socioeconomic status contributes to risk for depression in patients with diabetes (Everson, Maty, Lynch, & Kaplan, 2002) . In turn, depression, even at subclinical levels, contributes to poorer diabetes self-management (Gonzalez et al., 2008) , and is associated with increased risk of diabetes complications over time (Lin et al., 2009 ) and with increased mortality risk (Katon et al., 2005) . Thus, the increased prevalence of depression, the lower sense of wellbeing, and poorer dietary and physical activity behaviors observed among low-income Latinos in the current study may suggest an important opportunity for targeted interventions in this population, as well as for non-Latino Blacks and other disadvantaged individuals. To date, interventions with Latinos living with diabetes have primarily targeted depression with antidepressants (Echeverry, Duran, Bonds, Lee, & Davidson, 2009 ), failing to demonstrate that reductions in depression symptom severity result in improved glycemic control or self-management. The above reviews have noted the relative dearth of intervention studies that target disadvantaged populations with diabetes, and they highlight the need for culturally appropriate community-based approaches for improving behavioral, emotional, and health outcomes.
Our findings may be limited by several factors. The majority of our data is self-report and thus may be subject to bias, such as recall error or social desirability. Several of our measures had internal consistency reliability that were lower than optimal, especially measures of diabetes self-care activities and medication adherence; this could reduce our ability to discern group differences on those measures. Other diabetes self-care measures should be considered in the future for our population.
Improving diabetes control is a challenging task from the perspective of the patient, family, community, health care provider, and public health sector. The Bronx A1C study sought to improve diabetes control through a low-cost, tailored telephonic intervention directed toward at-risk adults with diabetes identified through an A1C Registry. We believe that the clinical significance of our baseline Latino versus non-Latino findings is striking and these data help us to better understand the self-management needs in our disadvantaged communities. Also of clinical significance in this baseline report is the success of the Bronx A1C study to recruit 941 individuals at higher risk for diabetes complications from this low-income community.
Interventions that aim to provide support for an individual's self-management of diabetes and that improve access to and utilization of support from health care providers may be particularly well positioned to promote improvements in self-management and glycemic control. In a population of individuals who embody critical health disparities, an intervention such as this, if effective, has the potential to be scalable and sustainable. This report of the Bronx A1C baseline results provides opportunity for evaluation of the characteristics of the unique study population and a description of the methodology for our approach to delivering self-management support to improve metabolic control within a public health program such as the A1C Registry.
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